Dermatomyositis is a rare idiopathic inflammatory myopathy characterized by proximal muscle weakness associated with typical skin abnormalities and compatible electromyographic finds. Tuberculosis could determine several clinical manifestations but the classic one is the lung presentation. Among the extra pulmonary manifestations of tuberculosis, the musculoskeletal form is rare and it is usually a direct extension of the bone involvement nearby. In the present study, the authors described two dermatomyositis patients and musculoskeletal tuberculosis. In both cases, there was presence of bilateral tenosynovitis, which is considered atypical for further infectious.
Introduction
Dermatomyositis is a rare idiopathic systemic inflammatory myopathy characterized by progressive muscle weakness of proximal limbs associated with skin abnormalities such as heliotrope and Gottron's papules [1, 2] .
Opportunistic infections occur in 6.3% to 21.3% of dermatomyositis/polymyositis patients [3] [4] [5] [6] [7] . This high prevalence in part is due to the chronic use of corticosteroids and/or immunosuppressives to control the disease.
Tuberculosis is one of these opportunistic infections, but there are few studies reporting this mycobacteriosis in dermatomyositis/polymyositis [8] [9] [10] [11] [12] [13] [14] [15] [16] . In fact, tuberculosis has a broad spectrum of clinical manifestations [17] , including a rare musculoskeletal type that corresponds to less than 5% of all types of tuberculosis [17, 18] .
Concerning to this musculoskeletal tuberculosis form, skeletal or arthritis tuberculosis is more frequent whereas muscle and/or tendon tuberculosis is rare, accounting for 1% of cases of such tuberculosis cases [18] [19] [20] . In this study, we report two dermatomyositis patients with musculoskeletal tuberculosis (tenosynovitis) due to its rarity and scarcity of coexistence.
Case Reports

Patient 1
A black female patient, 59-year-old, with definite dermatomyositis diagnosis [1, 2] performed in 2006. At the time, she presented the typical rash (heliotrope and Gottron's papules), and proximal muscle weakness of the four members for three months, increase of muscle enzymes [creatine kinase 18,000 IU/L (reference value: 24-173 IU/L), aldolase 20.6 IU/L (reference value 1.0 to 7.5 IU/L)], proximal myopathy of the members in electromyography and no evidence of neuropathy, muscle biopsy consistent with inflammatory myopathy. In 2011, after three relapses, the disease was considered under clinical and laboratorial control. At this time, she was taking azathioprine 3 mg/kg/day, methotrexate 25 mg/ week and prednisone 12.5 mg/day, when she developed progressive swelling and pain in hands and wrists (Figure 1(A) ) for two months, with no other symptoms. Laboratory tests showed C-reactive protein 3.1 mg/L, erythrocyte sedimentation rate 5 mm/1st hour, leukocytosis up to 9070 cells/mm 3 . Hands ultrasonography showed flexor tendons tenosynovitis, involving the carpus and the forearms, fluid collection in the left forearm and subcutaneous edema positive doppler. Punctured collection showed positive polymerase chain reaction test for Mycobacterium tuberculosis DNA (polymerase chain reaction Mtb), while the detection of other infectious agents was negative. Pulmonary computer tomography scan showed no evidence of tuberculosis. Started treatment with rifampicin 450 mg/day, isoniazid 225 mg/day, pyrazinamide 1200 mg/day, ethambutol 825 mg/day as recommended by national health authorities [21] and the patient evolved with significant improvement in the first month of treatment (Figure 1(B) ).
Patient 2
A white male patient, 52-year-old, with a definite diagnosis of dermatomyositis [1, 2] in 2004. At that time, he had the typical rash (heliotrope and Gottron's papules), and proximal muscle weakness of the four members for three months, an increase of muscle enzymes (creatine kinase 4200 IU/L, aldolase 28.5 IU/L), proximal myopathy of the members in electromyography, muscle biopsy consistent with inflammatory myopathy. Throughout the follow-up period, there were two recurrences of the disease despite therapy with prednisone, azathioprine and methotrexate. Six months ago, the disease was under control using methotrexate 25 mg/week, cyclosporine 2 mg/kg/day and prednisone 5 mg/day, when he presented pain and swelling in hands and forearms. Laboratory tests showed C-reactive protein 29.8 mg/L, erythrocyte sedimentation rate 16 mm/1st hour, leukocytosis up to 9140 cells/mm 3 . Hands ultrasonography showed flexor tendons tenosynovitis, involving the carpus and the forearms, edema of the subcutaneous tissue positive doppler (Figures 2(A) and (B) ). Bilateral tendon synovectomy performed with cultures and tuberculosis DNA research were negative (identification method by polymerase chain reaction). After two weeks, the patient developed fever, worsening edema in the upper member and the appearance of edema in the right leg, associated with proximal hyperpigmented plaques. Biopsy of skin lesions showed granuloma with central necrosis and at this point polymerase chain reaction Mtb was positive. Chest computed tomography showed nodules on the right lung, with areas of necrosis and liquefaction. Started therapy with rifampicin 600 mg/day, isoniazid 300 mg/day, pyrazinamide 1600 mg/day, ethambutol 1100 mg/day and patient evolved with progressive improvement of the edema of the upper and lower right after two months.
Discussion
In this study, we present two cases of dermatomyositis patients with musculoskeletal tuberculosis (tenosynovitis). Interestingly, both patients had the remission of their diseases and using two immunosuppressives associated to corticosteroids. Dermatomyositis/polymyositis patients had 25% to 37.3% of several infections, whereas the opportunistic infections occur in 6.3% to 21.3% of these cases [3] [4] [5] [6] [7] . The presence of esophageal dysmotility (dysphagia) which increases the possibility of aspiration pneumonia, lymphopenia [6] , use of immunosuppressive and/or corticosteroids are factors that increase the incidence and frequency of opportunistic infections in dermatomyositis/ polymyositis patients.
Despite the high prevalence of opportunistic infections, few cases of tuberculosis in dermatomyositis/polymyositis were described. In fact, Marie et al. [22] observed nine cases of tuberculosis in a series of 279 patients with dermatomyositis/polymyositis, Chen et al. [7] identified seven cases in 192 dermatomyositis/polymyositis, whereas Airio et al. [11] documented a high prevalence, of 40 cases in 248 patients with dermatomyositis/polymyositis patients. Similarly to these cases [7, 11, 22] , our two patients were using immunosuppressive drugs and glucocosteroids, which may have contributed to the development of tuberculosis.
Tuberculosis could determine several clinical manifestations [17] but the classic one is the lung presentation. Among the extra pulmonary manifestations of tuberculosis, the musculoskeletal form is rare and it is usually a direct extension of the bone involvement nearby. Hematogenous dissemination to the muscle is very rare and is usually limited to a tubercular abscess or a set of granulomas [13] . There are few reports of musculoskeletal tuberculosis in dermatomyositis/polymyositis [13] [14] [15] [16] 20, 21] .
The reported cases herein had musculoskeletal tuberculosis affecting tenosynovitis that is rarely described in literature [13] [14] [15] [16] . Our patients had flexor tenosynovitis involvement but the muscle involvement and/or tendon corresponded for only 1% of all cases of musculoskeletal tuberculosis [18] [19] [20] . Moreover, in the present study, both patients had atypical infectious manifestations, since affected tenosynovitis bilaterally.
For unknown reasons, the flexors are just more commonly involved than extensors, and the ulnar border is more commonly involved than the radial. Tenosynovitis has a gradual onset and slow progression so the presentation is usually a mild pain swelling and limitation of movement [22] .
Because of the atypical presentation, the diagnosis of tenosynovitis tuberculosis is mainly performed by aspiration cytology, biopsy, and imaging with the use of computer tomography, magnetic resonance or ultrasound. In our first case, tuberculosis diagnosis was confirmed by identification of Mycobacterium tuberculosis DNA in forearm subcutaneous collection and, in the second case with the skin biopsy (histopathology and Mycobacterium tuberculosis DNA).
Acid-fast bacilli smear provides rapid results and is widely used, but has low sensitivity. Culture methods for detecting mycobacteria require long incubation times because of slow growth of the organisms, thus the introduction of nucleic acid amplification based tests resulted in improvement for the direct detection of this genus.
Several studies using different targets for amplification in extra pulmonary samples have reported a range of specificity between 77% -100% [23, 24] . The good sensitivity and specificity of polymerase chain reaction test as well their fast results advocates its use in routine diagnosis of extra pulmonary tuberculosis where the conventional methods are limited. Interestingly, both cases had a significant improvement after tuberculostatic agents.
In summary, although rarely described in the literature, these two cases reinforce the importance of atypical tuberculosis manifestations in dermatomyositis/polymyositis patients with chronic use of immunosuppressives. Early diagnosis and appropriate treatment are indeed the key to a better clinical outcome.
